Objective: The purpose of this study was to evaluate how depression might influence treatment-seeking behaviors in the context of evolving symptoms of myocardial infarction (MI). Methods: Post-MI patients (n ϭ 433) completed a retrospective self-report measure of depressive symptoms with regard to the 2 weeks preceding the MI and a semistructured interview regarding their treatment-seeking behaviors. Results: Survival analyses found that delay in seeking treatment for acute MI symptoms was observed among participants who (1) attributed their symptoms to noncardiac causes, (2) perceived their symptoms to be relatively mild, (3) experienced gastrointestinal distress, (4) did not experience sweating, and (5) reported being depressed during the 2 weeks before hospitalization. Subsidiary analyses indicated that, among depressive symptoms, sleep disturbance and fatigue predicted delay. Conclusion: Depression warrants further attention as a variable that may influence treatment seeking for MI symptoms. Results highlight the need to adequately screen for and treat depression among persons at risk for MI.
INTRODUCTION

D
epression is a risk factor for the initial development of coronary heart disease (CHD; 1-4). Depression also is common among CHD patients recovering from myocardial infarction (MI; 5, 6) and such patients are at increased risk of morbidity and mortality (7) (8) (9) . Although the physiological mechanisms and psychosocial implications of the link between depression and CHD have been the subject of considerable attention (10 -17) , the behavioral implications of depression for the self-management of acute MI symptoms have not been explored. Little is known about how depression might affect the manner in which laypeople perceive acute MI symptoms, the common sense explanations they formulate for those symptoms, and the decisions they make about seeking emergency medical treatment. As will be discussed, there are several reasons to speculate that depression is likely to prolong prehospital delay among persons experiencing MI. However, before discussing the rationale for this prediction, we first briefly review theory and findings related to symptom perception and treatment seeking among both laypeople in general and those experiencing MI symptoms in particular.
Prehospital Delay for MI Symptoms
Prior research has identified several factors related to prolonged prehospital delay among people experiencing symptoms of an MI (18) . Laypeople make the decision to seek treatment more quickly when they attribute their symptoms to cardiac as opposed to noncardiac causes (19) . Women experiencing cardiac symptoms often delay longer than men in seeking treatment (20) . Prolonged prehospital MI delay also is observed among elderly adults (21) , people from ethnic minority backgrounds (22, 23) , and persons of low socioeconomic status (24) . Delay is more common when cardiac symptoms are mild or moderate (versus severe) in intensity or if the symptoms begin gradually (25, 26) . Symptom novelty has been shown to facilitate medical treatment seeking, while familiarity impedes it (27) . Delay also is especially likely when the individual does not perceive himself or herself to be vulnerable to CHD (28) or when the symptoms vary from the individual's beliefs about the typical symptoms of an MI (29) . Symptom-related consultations with others are time consuming and can prolong prehospital delay, especially when the discussion involves familiar others (e.g., family members) or attempts to reach health care providers via telephone (30 -32) . Prior MI or a history of treatment for CHD has not been found to consistently reduce prehospital delay in the context of a subsequent MI (19, 20) .
Leventhal's self-regulatory perspective on health and illness behavior (33, 34) provides a framework for the systematic investigation of prehospital delay and treatment-seeking decisions among persons experiencing acute symptoms. Lay decisions about symptom management can be conceptualized as three iterative stages of delay (35) . The process begins with the perception of untoward physical sensations, which prompts an evaluation of whether those symptoms might mean that illness is present (i.e., appraisal delay). If the symptoms are judged to be a manifestation of illness, then the need for professional health care (versus symptom self-management) is determined (i.e., illness delay). Finally, if professional treatment is deemed to be necessary, then the costs of seeking care are weighed (i.e., utilization delay). Treatment will be sought only if benefits appear to outweigh costs (e.g., monetary expense, time, energy).
The decisions that laypeople make during the stages of appraisal, illness, and utilization delay are shaped by cognitive representations of illness, affective states and traits, and the social context. Cognitive representations of illness incorporate five types of information, including symptom labels, attributions regarding symptom causation, perceptions of seriousness, beliefs about likely consequences, and expectations regarding control and cure (36 -40) . Cognitive representations shape heuristics, or decision rules, that are used to increase the speed and efficiency of symptom evaluation and have been shown to predict symptom care and treatment-seeking behaviors (19, 28, 29, 41, 42) . Both state (e.g., fear) and trait (e.g., neuroticism) affective states further influence the perception and self-management of symptoms (43) (44) (45) . Finally, the social network plays an active role in the interpretation of symptoms and decisions to seek treatment (46) .
How Might Depression Influence Prehospital Delay for MI Symptoms?
As previously noted, prior research has not explored how depression might influence prehospital delay for symptoms of an acute MI. However, there are several potential and nonmutually exclusive reasons to expect that depressed persons are likely to delay longer in seeking treatment for MI symptoms than their nondepressed counterparts. First, depressed (versus nondepressed) people may take longer to label and accurately interpret the symptoms of an MI (i.e., prolonged appraisal delay). Depression is associated with the experience of a wide range of somatic symptoms (47) (48) (49) (50) ; several of these symptoms (e.g., fatigue, weakness, gastrointestinal [GI] distress, and back pain) overlap with the various manifestations of MI (51) . Thus, the depressed person who experiences concurrent cardiac symptoms may face a particularly complex scenario. Depressed (versus nondepressed) people with MI may experience a broader array of symptoms and they may be more likely to attribute their symptoms to some noncardiac cause. Along similar lines, family members and friends of the depressed person may have been witnessing frequent somatic complaints for some period of time; as a consequence, spouses and other members of the support network may be less likely to notice or accurately label the emerging MI symptoms.
Second, there also are reasons to expect that depression might affect the lay determination of whether MI symptoms necessitate medical attention (i.e., prolonged illness delay). The presence of baseline somatic complaints among depressed persons may mean that the juxtaposition of concurrent cardiac symptoms is less likely to be viewed as serious. If the depressed individual already has been lethargic, the impact of the evolving MI symptoms on the ability to perform daily activities may be less noticeable. Symptom misattributions formulated during the preceding appraisal phase are likely to translate into further delays during the illness stage. As previously discussed, people seek emergency medical services quickly when they accurately realize that their symptoms represent a cardiac threat (19) . However, if depressed persons are less likely to attribute their symptoms to cardiac causes, then they also may be more likely to attempt to manage their symptoms at home rather than seeking medical evaluation. Along related lines, if members of the support network believe the depressed person's symptoms are due to noncardiac causes, they may be unlikely to advise seeking medical intervention.
Finally, depression also may prolong utilization delay (i.e., the analysis of the costs and benefits of seeking medical care) in the context of an evolving MI. The costs of seeking care involve not only financial expenses but also the expenditure of energy, effort, and time. The depressed person experiencing MI might lack both the motivation and energy to seek medical attention. Utilization delay usually is quite brief among persons suffering MI (18, 19) ; however, the behavioral inertia that characterizes depression might prolong utilization delay even if the individual is aware that the symptoms might be cardiac in origin and potentially life threatening.
The Present Study
The purpose of the present study was to explore how depression might affect aspects of treatment-seeking delay among persons experiencing symptoms of an MI. It must be noted, however, that it is challenging to optimally measure depression in the population of interest. Ideally, the associations among depression and prehospital delay for MI would be measured prospectively in an initially healthy sample. However, given the lack of prior empirical investigations and the exploratory nature of the research questions, we opted instead to utilize a retrospective measure of depression among a sample of patients known to have suffered an MI.
METHODS Sample
All study procedures and materials were reviewed and approved by the relevant institutional review boards. Adult post-MI inpatients at two university hospitals were eligible to participate unless they were (a) unable to recall their decision to seek treatment (e.g., due to loss of consciousness), (b) disoriented, (c) unable to converse in English, or (d) without telephone access. The present study is the initial report from a larger project studying common sense models of illness (52) ; only those data related to the associations among depression and prehospital delay are reported. Most participants (n ϭ 433) were male (n ϭ 307, 71%), of European descent (n ϭ 387, 89%), had a high school education (n ϭ 392, 91%), and lived with others (n ϭ 343, 79%). The average age was 59.85 (SD ϭ 11.87); women (M ϭ 64.06, SD ϭ 12.64) were significantly older than men (M ϭ 58.13, SD ϭ 11. 
Self-Report Questionnaires Neuroticism
The 8-item neuroticism scale from the Big Five Inventory (53) was administered because individual differences in trait negative affect sometimes bias retrospective symptom reports (54) . Participants' responses were internally consistent (␣ ϭ 0.84). Neuroticism scores ranged from 8 to 39 (M ϭ 22.63, SD ϭ 7.13) and were similar to those previously reported in a sample of post-MI patients (19) .
Depression
Participants' retrospective accounts of depressive symptoms during the 2 weeks preceding the present hospitalization were assessed using the depression module of the Primary Care Evaluation of Mental Disorders (PRIME-MD) Patient Health Questionnaire (PHQ-9, Depression module). The PHQ-9 is a self-report version of the PRIME-MD depression scale (55) ; the PHQ-9 is reliable and valid in patient samples, with Cronbach's ␣ Ն0.86 and sensitivity and specificity of 88% relative to clinician ratings from diagnostic interviews (56) . Responses to the PHQ-9 were internally reliable in the present sample (␣ ϭ 0.87). Consistent with PHQ-9 validation data (56), a threshold score of 10 was used to differentiate between depressed and nondepressed participants; 113 (26%) participants were identified as depressed during the 2 weeks preceding hospitalization for MI. Women (n ϭ 42, 33%) were significantly more likely to be depressed than men (n ϭ 71, 23%), 2 (1, n ϭ 433) ϭ 4.83, p ϭ .03, w ϭ 0.11.
Interview Assessment of Treatment-Seeking Behavior
Participants' retrospective accounts of prehospitalization symptoms, social interactions, and treatment-seeking behaviors were assessed by telephone using a semistructured interview previously developed and used by Martin and colleagues (19) . 1 Interviews were conducted by trained graduate assistants; on average, interviews occurred 8.5 days (SD ϭ 6.16) after hospital admission for MI. 2 The interview was designed to help participants accurately reconstruct their experience of having an MI. This was done by dividing the episode into a series of event sequences, evoking contextual factors, and asking questions regarding cognitive and emotional processing during the time period of interest. These techniques for minimizing recall bias are similar to those characterizing the Day Reconstruction Method (DRM) described by Kahneman and colleagues (57) .
All variables identified participants' recall of events and experiences before hospitalization for MI. The following variables were assessed: (a) presence (versus absence) of 10 common cardiac symptoms, including chest pain, sweating, arm/shoulder pain, back pain, jaw pain, fatigue, GI distress, palpitations, shortness of breath, and abrupt episodes of difficulty breathing at night (i.e., paroxysmal nocturnal dyspnea); (b) total number of symptoms experienced; (c) elapsed time in minutes between symptom onset and decision to seek treatment (i.e., delay); (d) participants' symptom attributions (cardiac versus noncardiac); (e) confidence in symptom attributions (rated from 1, not at all, to 5, extremely); (f) perceived seriousness of symptoms (rated from 1, not at all, to 5, extremely); (g) impact of symptoms on ability to perform activities of daily living (ADL; rated from 1, complete bedrest, to 5, normal activities); (h) whether (yes/no) participant had discussed symptoms with others (i.e., lay consultation); (i) number of lay consultants; (j) lay consultants' symptom attributions (cardiac versus noncardiac); (k) lay consultants' advice (seek medical care versus other); (l) elapsed minutes between decision to seek care and hospital arrival (transportation time) and whether (yes/no) participants traveled to the hospital via ambulance.
Interviews were tape recorded, transcribed verbatim, rendered genderneutral, and coded by teams of independent raters who were blind to study hypotheses and participant gender. Perfect interrater agreement was observed for participants' responses to all quantitative variables. Three narrative variables (participants' symptom attributions, lay consultants' symptom attributions, and lay consultants' advice) required content-analysis using a procedure previously developed by Martin et al. (19) 
Medical History
Records from the current hospitalization were reviewed for the following variables: (a) prior MI, (b) CHD severity, (c) coronary angiography results, (d) history of congestive heart failure (CHF), (e) left ventricular ejection fraction (LVEF), (f) history of any cardiac treatment, (g) peripheral vascular disease (PVD), (h) hypertension, (i) diabetes, (j) renal insufficiency or failure, and (k) hyperlipidemia. CHD severity was scored as low, medium, or high based on a composite of guidelines from the American College of Physicians (58), the American Association of Cardiovascular and Pulmonary Rehabilitation (59) , and the American College of Sports Medicine (60) . The evaluation of cardiac disease severity was based on the following factors: estimated preadmission functional capacity, history of four cardiovascular conditions (prior MI, CHF, PVD, and resuscitation from one or more episodes of cardiac arrest), current LVEF, and episodes of post-MI ischemia during the present hospitalization. Coronary angiography results were scored to represent the number of coronary arteries with atherosclerotic lesions producing Ն70% blockage (i.e., one-, two-, three-, or four-vessel disease). 
RESULTS
We begin by reporting associations among neuroticism and key study variables. Variables predicting delay then are presented. We conclude with subsidiary analyses of the effects of specific PHQ-9 items on delay. Sample sizes shift slightly across analyses due to missing data. Cohen 
Treatment Delay
Consistent with our hypothesis, depressed participants (M ϭ 968.78 minutes, SD ϭ 2141.97) delayed longer before seeking treatment than their nondepressed counterparts (M ϭ 534.67 minutes, SD ϭ 1170.57), t(412) ϭ 2.62, p ϭ .009, d ϭ 0.18. A survival analysis using the Cox proportional hazards model was conducted to further examine this association. Depression was found to be a significant predictor of delay when entered alone into the model, such that depressed (versus nondepressed) participants exhibited longer treatment delays, b ϭ 0.27, 2 (1, n ϭ 414) ϭ 5.79, p ϭ .02. Additional, independent survival analyses were conducted on all study variables to identify those that predicted delay. Participants who reported profuse sweating with their MI (versus those who did not) were significantly faster in seeking treatment, b ϭ Ϫ0.22, 2 (1, n ϭ 433) ϭ 5.04, p ϭ .03, and those who experienced GI distress (versus those without) were slower to seek treatment, b ϭ 0.36,
2
(1, n ϭ 433) ϭ 13.06, p Ͻ .01. Participants with (versus without) a history of prior MI sought care more quickly, b ϭ Ϫ0.25, 2 (1, n ϭ 412) ϭ 4.09, p ϭ .04. Treatment seeking was more rapid among those who attributed their symptoms to cardiac (versus noncardiac) 1 Additional information regarding development, administration, and coding of the interview can be found in Martin et al. (19) . The interview script is available from the second author upon request. 2 Number of days between hospital admission and interview completion was not significantly related to depression scores or any dependent variables (r values Ͻ. 15 , p values Ն.10).
3 Depressed participants were more likely than nondepressed participants to suffer from diabetes (40% versus 27%, 2 (1, N ϭ 431) ϭ 6.10, p ϭ .02, w ϭ .12) and renal insufficiency or failure (15% versus 6%, 2 (1, N ϭ 431) ϭ 8.14, p ϭ .01, w ϭ .14). No other medical history variables differed by depressive status, including prior MI, CHD severity, angiography results, history of CHF, LVEF, history of cardiac treatment, hypertension, hyperlipidemia, and PVD.
causes, b ϭ Ϫ0.31, 2 (1, n ϭ 405) ϭ 9.31, p ϭ .002. Finally, perceptions of symptom seriousness predicted more rapid care seeking behavior, b ϭ 0.16, 2 (1, n ϭ 410) ϭ 9.92, p ϭ .002. No other variables-including CHF, history of any cardiac treatment, CHD severity, LVEF, or angiography resultspredicted delay.
Next, a multivariate survival analysis was performed. Depression was entered into the equation with prior MI, participants' symptom attributions, perceptions of symptom seriousness, symptom reports of sweating, and symptom reports of GI distress as covariates. 4 Depression continued to predict delay, despite the inclusion of covariates, b ϭ 0.32, (1, n ϭ 432) ϭ 3.33, p Ͻ .08, w ϭ 0.09; however, these contrasts were nonsignificant. Likelihood of having experienced chest pain, 2 (1, n ϭ 432) Ͻ 1, and sweating, 2 (1, n ϭ 432) Ͻ 1, did not vary as a function of depression. Depressed (n ϭ 57, 50%) and nondepressed (n ϭ 151, 49%) participants were equally likely to recall that they had attributed their symptoms to cardiac (versus noncardiac) causes before hospitalization, 2 (1, n ϭ 423) Ͻ 1.
Most participants engaged in lay consultation before seeking medical attention (n ϭ 353, 82%). Depressed participants (n ϭ 101, 90%) were more likely to engage in lay consultation, 2 (1, n ϭ 429) ϭ 6.48, p ϭ .01, w ϭ 0.12, than their nondepressed counterparts (n ϭ 252, 80%) but spoke to a similar number of lay consultants on average, t(350) Ͻ 1. Depressed (n ϭ 29, 29%) and nondepressed (n ϭ 72, 29%) participants were equally likely to recall that a lay consultant had attributed their symptoms to cardiac (versus noncardiac) causes, 2 (1, n ϭ 353) Ͻ 1. Depressed participants (M ϭ 3.85, SD ϭ 1.02) believed their symptoms to be as serious as their nondepressed counterparts (M ϭ 3.68, SD ϭ 1.09), t(424) ϭ 1.41, p ϭ .16, d ϭ 0.11. No differences were observed in ratings of confidence in symptom attributions between depressed (M ϭ 3.70, SD ϭ 1.19) and nondepressed (M ϭ 3.67, SD ϭ 1.29) participants before entry into the medical care delivery system, t(420) Ͻ 1. Similarly, depressed (M ϭ 2.81, SD ϭ 1.16) and nondepressed (M ϭ 2.83, SD ϭ 1.10) participants reported no differences in their ability to perform ADLs during their prehospital symptomatic period, t(429) Ͻ 1.
We also examined whether participants received specific advice during lay consultations that may have affected their decision to seek care. Of the participants who engaged in lay consultation, most (n ϭ 237, 67%) received symptom-related advice from a lay consultant. Depressed participants (n ϭ 75, 75%) were more likely than their nondepressed counterparts (n ϭ 162, 64%) to report having received advice, 2 (1, n ϭ 352) ϭ 3.74, p ϭ .05, w ϭ 0.10. Depressed participants (n ϭ 77, 77%) also were more likely than those who were not depressed (n ϭ 156, 62%) to report that their lay consultants advised them to seek medical care, 2 (1, n ϭ 351) ϭ 7.07, p ϭ .008, w ϭ 0.14.
Transportation time did not differ between depressed (M ϭ 19.18, SD ϭ 21.99) and nondepressed participants (M ϭ 17.34, SD ϭ 28.15), t(425) Ͻ 1. Depressed (n ϭ 60, 53%) and nondepressed (n ϭ 176, 55%) participants were equally likely to have traveled to the hospital by ambulance, 2 (1, n ϭ 432) Ͻ 1.
Subsidiary Analyses of PHQ-9 Items
A subsidiary survival analysis was conducted for each PHQ-9 item in an attempt to determine whether specific items might be uniquely predictive of delay. As shown in Table 1 , only two items, "sleep disturbance" and "fatigue," emerged as significant predictors of delay. 
DISCUSSION
Five variables-cardiac attributions, perceived seriousness of symptoms, symptom reports of GI distress, symptom reports of profuse sweating, and depression-predicted treatment-seeking behavior in the context of acute cardiac symptoms. Consistent with previous research, heuristic processes played an important role in participants' responses to acute cardiac symptoms. The decision to seek medical intervention was made more quickly by individuals who believed that their symptoms might be due to cardiac causes (19) or perceived their symptoms as being more (versus less) serious (26) . This study also replicates previous findings that symptom reports of sweating predict shorter delay times in the context of acute MI (63) . This result is consistent with research highlighting the importance of symptom novelty (27) ; profuse sweating in the context of minimal exertion is probably perceived to be quite unusual and a clear indication of illness. In contrast, GI distress is relatively commonplace and rarely necessitates immediate medical attention; thus, it is not surprising that those experiencing this symptom were slower in seeking care.
Independent of heuristic processes associated with symptom attribution and interpretation, participants who characterized themselves as having been depressed during the 2 weeks preceding hospitalization were significantly slower in seeking treatment for their cardiac symptoms. This finding extends the literature on the physiological and psychosocial consequences of depression and CHD to incorporate the novel idea that the depressed person having an MI is prone to maladaptive treatment-seeking behaviors. Our finding that heuristic processes and depression were independently related to treatment-seeking is consistent with Leventhal's self-regulatory perspective, which assumes that cognitive and affective systems make independent contributions to health and illness behavior (33, 34) .
We used the Safer et al. (35) model of treatment-seeking behavior, with its stages of appraisal, illness, and utilization delay, to identify similarities and differences as a function of depression. As previously discussed, somatic complaints are common in depression. Consistent with this perspective, depressed (versus nondepressed) participants recalled more overall symptoms; they also were more likely to report several specific symptoms (e.g., difficulty breathing at night). However, depressed and nondepressed participants were equally likely to recall that they had experienced chest pain, the prototypic symptom of MI. Comparable chest pain between the two groups may explain why depressed participants were just as likely as their nondepressed counterparts to attribute their symptoms to potential cardiac causes. Similarly, participants were equally likely, irrespective of depressive status, to recall that a family member or friend had voiced a cardiac attribution. Thus, despite some differences in symptom presentation, depression did not appear to influence the manner in which participants and their lay consultants interpreted those symptoms.
Depression had no effect on ratings of perceived seriousness of symptoms or on ratings of the impact of symptoms on the ability to perform ADLs. In fact, depressed (versus nondepressed) participants actually were more likely to recall that a family member or friend had advised them to seek medical intervention. It is particularly worrisome that depressed individuals delayed in seeking treatment despite receiving sound advice from members of their support network. Important variables related to health care utilization also did not vary by depressive status. Depressed and nondepressed participants were equally likely to summon an ambulance for transportation to the hospital. In addition, no differences were observed in the time it took for depressed and nondepressed participants to travel to the emergency room.
In sum, heuristic and social processes suggest that depressed participants should have exhibited similar (or shorter) delay times than their nondepressed counterparts. What factors, then, might account for the prolonged delay among depressed participants? Our exploratory analyses of the PHQ-9 items offer some basis for post hoc speculation. Most PHQ-9 items, including those related to depressed mood, feelings of failure, and thoughts of being better off dead, were unrelated to delay. This suggests that participants probably were not engaging in "suicide by MI." The depressed participants who were most likely to delay in seeking treatment were those who endorsed PHQ-9 items related to sleep disturbance and fatigue. This pattern of findings suggests that behavioral inertia and lethargy may be powerful inhibitors in executing care-seeking behaviors. Comparable rates of cardiac attributions across groups and the positive effect of cardiac attributions on overall treatment seeking suggests that the association between depression and delay could be a consequence of difficulties in mobilizing the energy necessary to seek care.
We are cautious in making these speculations, however; this was an initial study of the domain, and our findings raise as many questions as they answer. As such, a number of important limitations of the present study should be noted. We used a predominantly male and ethnically homogenous sample, thereby limiting the generalizability of our findings. Reactions of individuals in the lay support network were reported by study participants, and convergent data coming directly from lay consultants would strengthen our conclusions regarding the nature of social influence in treatment-seeking for MI. We relied on post-MI patients' retrospective reports of their symptoms, attributions, and care-seeking behavior. Although previous studies report adequate convergent validity between information recorded in medical records on the day of the MI and subsequent retrospective self-reports (64), it remains possible that the accounts of our participants were biased in some important way, especially with regard to variables that are unlikely to be acknowledged and recorded at the time of the MI (i.e., patient attributions).
Our measure of depression was suboptimal. The PHQ-9 has demonstrated adequate reliability and validity in medical settings, but a more established measure of depression, such as the Beck Depression Inventory (65) or a diagnostic interview, may be more appropriate in future studies. It is unclear what effect the experience of having an MI might have on recollections of mood in the 2 weeks before the cardiac event. Depression is common among post-MI patients, and some evidence suggests that current depressive status may influence reporting of past depressive episodes and traumatic events (66) . Unfortunately, a measure of current depression was not included in the present study. In future research, information from family members regarding patients' depressive symptoms before hospitalization would increase confidence in participants' retrospective symptom self-reports.
Depressed and nondepressed participants had fairly similar medical and cardiac histories. Diabetes and renal insufficiency/failure were more common among depressed participants, but neither condition was associated with delay. Nonetheless, we cannot definitively determine whether our results might reflect the effects of CHD severity, perhaps resulting in functional disability and prolonged delay. However, prior MI, CHF, CHD severity, angiography results, LVEF, and history of any cardiac treatment failed to predict delay and the effects of depression on delay persisted after controlling for these variables. It also is important to acknowledge that the present study does not distinguish between the effects of depression and those of vital exhaustion, which is common in the weeks preceding an MI (67) . Although the PHQ-9 is not suitable to differentiate between the two constructs, future studies might include a measure of vital exhaustion, such as the Maastricht Questionnaire (68) , to determine which is most closely associated with delay.
In conclusion, depression was found to independently influence treatment seeking for MI in our sample. Should depression prove to be a robust predictor of MI treatment delay in future studies, that association would have important implications for practice in both the physical and mental health domains. Our findings may add even greater urgency to adequately screening for and treating depression among patients at risk of CHD or reinfarction. Given the documented overlap among negative affective dispositions (17) , future research should address the potential impact of emotional states other than depression (e.g., anxiety) on treatment delay for acute MI.
